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State: Alabama

STANDARDS FOR THE COVERAGE OF ORGAN TRANSPLANT SERVICES

Effective Date: 02/01/01

Transplant services and associated immunosuppressive drugs are covered by the Alabama Medicaid
Agency as defined below:

Group I includes medically necessary corneal transplants and does not require prior approval. These
services are limited to routine benefit and payment limitations.

Group II includes medically necessary heart, lung, heart/lung, liver, liver/small bowel, small bowel,
kidney, pancreas, and pancreas/kidney transplants. All transplants in this group require prior approval
based on medical criteria contained in the Alabama Medicaid Transplant Manual. In order to be
approved, transplants must be therapeutically proven effective and considered nonexperimental, and
are limited to within the geographic boundaries of the State of Alabama. If there is no instate
transplant facility that has the medical expertise/staffing to perform the transplant, Medicaid may
approve the transplant to be performed out of state.

Group III includes medically necessary bone marrow transplants which require prior approval.
Approval is based on medical criteria contained in the Alabama Medicaid Transplant Manual. Bone
marrow transplants must be therapeutically proven effective and considered nonexperimental, and are
limited to within the geographic boundaries of the State of Alabama. If there is no instate transplant
facility which has the medical expertise/staffing to perform the transplant, Medicaid may approve the
transplant to be performed out of state.

Group IV includes any medically necessary nonexperimental EPSDT- referred organ transplants.
These include transplants which have been determined to be nonexperimental and necessary to treat
or ameliorate a condition identified in a screening.

Procedures must be performed at a transplant center in which transplants are routinely performed by
an integrated team of surgeons and medical support staff and which is in compliance with all
applicable federal, state or local laws regarding organ acquisition and transplantation, equal access
and nondiscrimination.

Payment methodology for bone marrow, liver, liver/small bowel, small bowel, lung, heart/lung, heart,
kidney, pancreas, and pancreas/kidney transplants is outlined in Attachment 4.19-B in the State Plan.
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Providers will be paid at the lesser of charges or a global payment for EPSDT referred non-
experimental organ transplants. Global payment includes pre-transplant evaluation; organ
procurement; all transplant services including hospital room, board and ancillaries,
inpatient post-operative care and professional fees. Global payment maximums are
$150,000.00 for a heart/lung transplant, $100,000.00 for a kidney/pancreas transplant and
$135,000.00 for a lung transplant.

Any other medically necessary EPSDT referred non-experimental organ transplants will be
paid at the lesser of charges or a global payment determined by the Agency. Payment
amounts are determined by review of charges made by transplant centers performing the
transplant to determine an amount that is reasonable and adequate to secure the required
transplant service.

Effective Date: 02/01/01

As an alternate payment methodology to the above, Medicaid may use an approved prime
contractor. Medicaid's approved prime contractor will be responsible for the coordination
of and reimbursement for all Medicaid reimbursable organ transplants with the exception
of cornea transplants. Payments to providers for heart, lung, heart/lung, kidney, pancreas,
kidney/pancreas, liver, small bowel, liver/small bowel and bone marrow transplants shall
be made based on the lesser of the charge for the service or the fixed global fee specified
by Medicaid based on reasonable cost. This global payment includes pre-transplant
evaluation, organ procurement, hospital room, board, and all ancillary costs both in and out
of the hospital setting, inpatient postoperative care, and all professional fees. These
payment maximums in no case shall exceed amounts customarily paid for comparable
services under comparable circumstances. These services are not counted toward a
recipient's routine benefit limits.

19. Payment of Title XVIII Part A and Part B Deductible/
Coinsurance

Effective Date: 11/10/97

Reimbursement for Part A nursing home claims shall be based on the coinsurance amount
due minus prorated recipient liabilities not to exceed the Medicaid per diem rate.
Recipient liabilities will not be applied to QMB eligibles.

No payments made pursuant to the methods and standards described in this Attachment
4.19-B will exceed upper limits established in 42 CFR §447, Subpart F.
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